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RESULTS

Histopathological classification of the anovulatory ovary
As a result of histological comparison between the ovaries from anovulatory women and control subjects, those of anovulatory women were classified into the following 7 types: 1. Non-specific type ovary: An ovary without specific findings to distinguish it from a normal ovary except for the absence of the corpus luteum. 2. Polycystic type ovary: Numerous cysts are found macroscopically and primordial follicles, growing follicles and atretic follicles are found more frequently than in the normal ovary with predominance of luteinization in atretic follicles and the cortex (Fig. 1 ). 3. Sclerotic type ovary: The numbers of primordial follicles, growing follicles and atretic follicles are somewhat smaller than those in the normal ovary . There was marked proliferation of the cortical connective tissue (Fig. 2) . 
Atrophic type ovary:
The number of growing follicles and atretic follicles is extremely small. Thinning and sclerotic changes of the cortex are noted. The tunica albuginea is markedly thickened and luteinization is not found (Fig. 3) .
Hypoplastic type ovary:
Primordial follicles are quite numerous and growing follicles are seen only in the initial stage. Marked sclerotic changes and thinning of the cortex are noted. In the atretic follicles, only a few small cystic atretic structures are noted without luteinization or corpus albicans (Fig.  4 ). 6. Streak type ovary : Proper ovarian stroma is noted but no follicular components are seen at all (Fig. 5 ). 7. Agenetic type ovary: No proper ovarian tissue is found and only connective tissue is present (Fig. 6) .
Correlation between the degree of disturbance of ovulation and histological entities of the ovary
The patients with anovulation are classified into 4 groups according to the degree of disturbance of ovulation in order to correlate the clinical classification with histopathological findings ; anovulatory cycle, grade 1 amenorrhea, grade 2 amenorrhea and primary amenorrhea ( Table 1 ). All of the 10 patients with anovulatory cycles had polycystic ovaries. Among 8 patients with grade 1 amenorrhea, the non-specific type was found in 2 cases (25%), the polycystic type in 4 cases (50%) and the sclerotic type in 2 cases (25%). Polycystic ovaries in many of the cases of grade 1 amenorrhea resembled the non-specific type ovary . In cases of grade 2 amenorrhea, every type of the ovary was seen except for the hypoplastic and agenetic types. Among 19 cases, the non-specific type was seen in 5 cases (26%), the polycystic type in 5 cases (26%), the sclerotic type in 4 cases (21%), the atrophic type in 2 cases (11%), and streak type in 3 cases (16%). Sclerotic changes were more pronounced in the polycystic type in grade 2 amenorrhea than in grade 1 amenorrhea. Among 8 cases of primary amenorrhea, the hypoplastic type was seen in 3 cases (38%), and the agenetic type in 5 cases (25%). The degree of clinical disturbance of ovulation was studied in each of the 7 types of anovulatory ovaries in our classification ( Table 1 ). The non-specific type ovary was seen only in 7 cases; in 2 cases (29%) of the cases of grade 1 amenorrhea and 5 cases (71%) of the cases of grade 2 amenorrhea and it was not seen in anovu latory ovulation or primary amenorrhea. Among 19 cases of polycystic ovaries, the anovulatory cycle was seen most frequently in 10 cases (53%) or in all cases of anovulatory cycle, followed by grade 1 amenorrhea in 4 cases (21%), grade 2 amenorrhea in 5 cases (26%), and in no cases of primary amenorrhea. Six cases with sclerotic ovary were composed of 2 cases (33%) of grade 1 amenorrhea and 4 cases (67%) of grade 2 amenorrhea. The atrophic type ovary was seen only in grade 2 amenorrhea. The hypoplastic type and agenetic type ovary were seen in primary amenorrhea alone. (Nishimura et al. 1970) .
At first, we -have therefore histopathologically compared the ovaries in anovulatory women and control women with the possibilities of prengnacy, and classified the ovaries of anovulatory women into 7 types, according to the grade of the deviation from normal histological findings of the ovary. We then studied the relationship between such morphological classification and degree of disturbance of ovulation. The absence of non-specific ovaries in patients with anovulatory cycles with clinically mild disturbances of ovulation is probably due to the selection of the cases in which ovulation cannot be induced by drugs and the exclusion of cases of ready induction of ovulation by drugs. The presence of the non-specific ovary in some cases of grade 1 and grade 2 amenorrhea is probably due to the fact that our observation is based on an ovarian tissue specimen obtained by wedge resection precluding an overall view on the ovary or the changes of the ovarian medulla, where abnormalities in the distribution of blood vessels may be present without relation to changes in the ovarian cortex. Further studies are necessary on this point. The atrophic type and streak type ovaries were not found in grade 1 amenorrhea. Within the same entity, the histological findings of ovaries were more pronounced in grade 2 amenorrhea than in grade 1 amenorrhea. In primary amenorrhea with the most serious disturbance of ovulation, however, only hypoplastic and agenetic ovaries were found. Our present histopathological classification of the ovary of anovulatory women thus appears to be approximately parallel to clinical classification of the degree of disturbance of ovulation. Further studies on a larger number of cases would clarify still open questions in the present study.
